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During October 19-21, 2001, four postal workers at the Brentwood Mail Processing 
and Distribution Center in the District of Columbia were hospitalized with inhalational 
anthrax; two of the workers died. The building, which was closed on October 21, was 
believed to have been contaminated by a letter containing Bacillus anthracis spores sent 
to the Hart Senate Office Building (HSOB) that had passed through the postal facility on 
October 12. A second contaminated letter addressed to another U.S. senator that was 
processed through the same mail sorter and sort run as the first letter was discovered on 
November 17. This report describes the results of CDC’s evaluation of B. anthracis inthe 
facility, which showed widespread contamination of the facility and suggest that wipe 
samples and high efficiency particulate air (HEPA) vacuum samples complement each 
other in assessing contamination. 

A U.S. Postal Service investigation indicated that, on late October 11 or early October 
12, the letter sent to one U.S. senator entered the building in a mailbag through a loading 
dock near the Postal Vehicle Transportation Office (Figure 1). The bag was opened and 
the contents separated into bar-coded trays and moved by all-purpose carrier (APC) toa 
large tray-sorting machine. The APC tray then went to delivery bar-code sorter (DBCS)* 
17, where the letter was manually fed into the machine at 7:10 a.m. The letter was then 
transported by APC to the government mail section of the facility and was transported to 
HSOB at approximately noon on October 12. Sometime during 8 a.m.—9:40 a.m., the 
DBCS machine that processed the letter was opened, and compressed air at 70 Ibs. per 
square inch was used to clean debris and dust from conveyor belts and optical reading 
heads. 

On October 18, before recognition of inhalational anthrax cases, a Postal Service 
contractor collected 29 swab samples from the mail sorting area of the Brentwood facil- 
ity. On October 20, CDC initiated an investigation of the Brentwood facility. As part of this 
investigation, CDC extended the evaluation of B. anthracis contamination in the 
Brentwood facility. 

On October 23, CDC investigators and Postal Service contractors selected and marked 
sampling locations. Sampling for B. anthracis spores began on October 24 using three 


*The DBCS machines move mail along internal conveyor belts and rollers through a series of 
turns and compressions at 32 miles per hour until the mail lands in the appropriate collection 
bin for distribution. 
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FIGURE 1. Diagram of Brentwood Mail Processing and Distribution Center and location 


of positive identification of Bacillus anthracis spores — District of Columbia, October 
2001 


techniques: surface wipe sampling, surface vacuum sampling, and air sampling (7). The 
evaluation focused on the path of the HSOB letter through the facility and the work 
locations of the known anthrax patients. To evaluate the extent of B. anthracis contami 
nation, additional samples were collected throughout the facility, including the adminis 
trative areas on the second level and the customer service area at the front of the 
building. Wipe samples were submitted to CDC for culture and analysis. Vacuum and air 
samples were analyzed by a contract laboratory. Suspect culture colonies were screened 
using standardized Laboratory Response Network (LRN) Level A testing procedures for 


dentification of B. anthracis (2 ) and were confirmed by direct fluorescent antibody stain 
ing and gamma phage lysis (3) 


Surface Wipe Sampling 


Selected surfaces (e.g., table or desk tops, sorting machines, sorting bins, control 
consoles of sorting machines, and ventilation ducts) were sampled using moistened 
sterile cotton gauze pads. Cultures from samples were reported as either positive or 
negative for colonies of B. anthracis 

Twelve days after the contaminated letter sent to HSOB passed through the facility, 
eight (7%) of 114 surface wipe samples were positive for isolates of B. anthracis. Four of 
the positive samples were collected on and around DBCS machine 17, which processed 
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the contaminated letters, and one was from an air supply duct approximately 12 feet 
above the machine. The remaining three positive samples were from areas on distant 
DBCS machines. None of the wipe samples collected in the administration area or in the 
customer service area was positive for isolates of B. anthracis. All wipe samples col 
lected in the Postal Vehicle Transportation office, express mail room, and the govern 
ment mail area were negative 


Surface Vacuum Sampling 

Surface vacuum samples were collected by inserting a cone-shaped filtering “sock” 
dust collection trap) into the nozzle of a HEPA vacuum cleaner with a high-efficiency (0.1 
um pore size) filter. The vacuum nozzle was mechanically cleaned with an alcohol wipe 
between samples to dislodge spores and prevent cross-contamination. Several grams of 
dust were collected inside each vacuum sock (7) and were submitted to a contract 
aboratory for culture and analysis. Results were reported as number of colony forming 
units per gram of material collected (CFU/g); a CFU can represent a single B. anthracis 
spore or an aggregate of several spores and may not correlate directly to the number of 
spores present 


Of 39 vacuum dust samples, B. anthracis was isolated in 27 (69%). Reported 
B. anthracis concentrations in positive samples ranged from 3 CFU/g to 9.7 million CFU/g 
All eight samples collected in the government mail area were positive. No wipe samples 


collected in this area were positive. All samples from the high-speed sorting machines 
and from areas near DBCS sorting machines were positive (8,700 CFU/g to 2 million 
CFU/g). A relatively high concentration of spores was found in the sample collected on 
the overnight hot mail sorting bin (13,000 CFU/g), which was near the end of DBCS 
machine 5 that had a positive wipe sample collected inside it but had not processed the 
ontaminated letters addressed to the U.S. senators. Concentrations on the loading dock 
and in the express mail room were relatively low. Although the concentrations tended to 
decrease with distance from the DBCS machine that processed both letters, spores also 
were found in areas far from DBCS machines. The three samples collected in the second 
floor administration area and two samples collected in the customer service area were 
negative. The vacuum samples indicated wide distribution of B. anthracis spores, with 
the greatest concentrations associated with work areas along the path of the HSOB 


letter 


Air Sampling 

Air samples were collected on open-faced 37 mm mixed cellulose ester filters (0.8 ym 
pore size) in polystyrene cassettes attached to sampling pumps operated at 2.0 liters per 
minute. The sampling pumps were placed in fixed locations throughout the facility for 
approximately 30 hours. Results were reported as positive or negative for isolates of 
B. anthracis 

Twelve air samples for airborne B. anthracis spores were collected 12 days after the 
contaminated letters were processed, which was 4 days after the building was closed 
and the ventilation system was turned off. The ventilation system was not operating 
during the sampling period. All air samples were negative for B. anthracis, indicating that 
no airborne spores were detectable during the sampling period 
Reported by: D Small, IT Corporation, Virginia Beach, Virginia. B Klusaritz, IT Corporation 
Somerset, New Jersey. P Muller, Muller Architects, Cincinnati, Ohio. National Institute for 


Occupational Safety and Health; National Center for Infectious Diseases; and EIS officers 
CDC 
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ause negative vacuum samples were interspersed among heavily contaminated 
The results of the environmental sampling at the Brentwood facility might be used to 
issess the extent of contamination and are consistent with the aerosolization indicated 


} 


by the cases of inhalational anthrax. They also should help guide cleanup efforts and can 


serve as a baseline for follow-up environmental assessments after the building has been 


leaned. In addition, these results suggest that vacuum sampling is a useful complement 
to wipe surface samples, particularly when widespread contamination is suspected. CDC 
continues to assess optimal strategies and methods for sampling of contamination by 
B. anthracis. Current guidelines for collecting environmental samples are available at 
http://www.bt.cdce.gov/DocumentsApp/Anthrax/11132001/final42.asp. 
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Progress Toward Interrupting Indigenous Measles Transmission — 
Region of the Americas, January-November 2001 


In 1994, countries in the Region of the Americas set a goal of interrupting indigenous 
measles transmission by the end of 2000 (7 ). During 1990-2000, measles cases declined 
99.3%, from approximately 250,000 to 1,754 (Figure 1). During 2000, transmission oc- 
curred in five of 41 countries that report to the Pan American Health Organization (PAHO) 
(Argentina, Bolivia, Brazil, the Dominican Republic, and Haiti), and confirmed cases were 
reported in 16 (<1%) of 12,010 municipalities (2-4 ). During 2001, measles transmission 
occurred in the Dominican Republic, Haiti, and Venezuela; no outbreaks were reported in 
Argentina, Bolivia, or Brazil. This report summarizes measles circulation patterns and 
efforts to interrupt measles transmission in the Americas during 2001 


FIGURE 1. Number of reported and confirmed measles cases* and percentage of 
routine measles vaccination coverage among infants, by year — Region of the 
Americas, 1990-2001' 








oom Cases 


—— Percent Coverage 


Number 








100,000 


e6ejusdi98g 
































2000 2001 


* 1990-1994=total number of reported cases; 1995-2001=total number of confirmed cases 
As of November 26, 2001 (423 confirmed cases from nine countries) 
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measles vaccination strategy recommended by PAHO includes a one-time 


nal “catch-up” campaign for all children aged 1-14 years, routine “keep-up” vacci 


nm *f 1 


or infants aged 1 year, and national “follow-up” campaigns every 3-5 years for 
all children aged 1-4 years, regardiess of measles vaccination history (5). Thirty-nine 
95 f the 41 countries that report to PAHO conducted catch-up campaigns during 
1989-1995 and follow-up campaigns since 1994. Routine coverage increased from 80 
1994 to 94% in 2000 but varied by country from 75% to 99%; coverage was lowest in 


75 Haiti (80%), Belize (82%), Venezuela and Costa Rica (84%), Guyana 


yombia 
Jamaica (88 and the Dominican Republic (88 Vaccination efforts also have 
yn populations at high risk for measles transmission (e.g., health-care 
workers, military personnel, teachers, university students workers in the tourist indus 
ry, persons living or working in prisons and large factories, and young adults from rural 
who have moved to cities) in Argentina, Bolivia, Chile, the Dominican Republic 

1, Uruguay, and Venezuela (6 
During January—mid-November 2001, a total of 423 confirmed measies cases were 
yrted in the Americas, the lowest number of cases for the first 46 weeks of any year 
ce implementation of the eradication program in 1996 and a 65% decrease compared 
th the 1,202 cases reported during the same period in 2000 (Figure 2). The number of 
ses reported annually has decreased substantially since the resurgence that occurred 
Argentina and Brazil during 1997 (7). in 1998. a total of 14,332 confirmed cases were 
reported from 17 (41%) of the 41 PAHO-reporting countries. In 1999, a total of 3,209 
2d cases were reported from 11 countries, 78% fewer cases than in 1998 and 
fewer than in 1997 (7,8). The 1,754 cases reported during 2000 was the lowest 


imber since the goal to interrupt measles transmission was set in 1994 (Figure 1) (7 


FIGURE 2. Number of measles cases, by week and month — Region of the Americas, 
January—November 2001* 
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Measies Transmission Continued 


During 1999-2000, a total of 528 confirmed measles cases were reported in the 


Dominican Republic. During January—mid-November 2001, a total of 113 (27%) of the 
423 confirmed cases in the region were reported from 18 provinces. The highest attack 
rates occurred among children aged <5 years (range: from two cases per 100,000 chil 
dren aged 1-4 years to 18 cases per 100,000 children aged 6-11 months), children aged 
5-9 years (one case per 100,000), and adults aged 20-29 years (two cases per 100,000) 
As of November 17, 2001, a total of 1,097 suspected cases of measles have been inves 
tigated; the last patient with a confirmed case of illness had symptom onset during May 
2001 

In Haiti, no confirmed cases were reported during 1998-1999. In 2000, an outbreak 
probably caused by measles imported from the Dominican Republic began in Artibonite; 
992 (57%) of 1,754 confirmed cases in the region were reported. From January 2000 to 
April 2001, fixed-post vaccination campaigns for all vaccines were conducted nation 
wide; coverage ranged from 45% to 65%. A house-to-house vaccination campaign was 
conducted in the most affected neighborhood of the country, Delmas, Port au Prince, 
nterrupting transmission in that municipality. During January 1—mid-November 2001, 
Haiti reported 158 (37%) of the 423 confirmed cases in the region; 49% of the cases 
occurred among children aged <5 years. A nationwide house-to-house poliomyelitis and 
measles vaccination campaign began in September 2001. Active case finding is under 
way, including house-to-house surveillance in all municipalities and a $100 reward for 
identifying laboratory-confirmed cases. No confirmed measles cases have been reported 
since the end of September 2001 (9 

In Venezuela during 2000, an outbreak of 22 confirmed cases among preschool and 
school-aged children occurred in Zulia, the most populous state, which borders Colom 
bia. During January—June 2001, eight cases were classified as clinically confirmed, and 
during August-mid-November, 30 confirmed cases linked to an importation from Europe 
were confirmed (Figure 2). Of these 30 cases, 19 occurred in two municipalities in Falcon 
and 11 occurred in two municipalities in Zulia. Seventeen (57%) occurred among children 
aged <5 years, 12 (40%) among persons aged 22-45 years, and one among a child aged 
8 years. Among children aged <5 years, two (12%) had received measles vaccine 

Following the recommendations of a PAHO-sponsored evaluation of Venezuela's 
National Immunization Program, the government is implementing a nationwide, house 
to-house, follow-up measles and rubella vaccination campaign among children aged 1-4 
years. The campaign started in November 2001 and will end in January 2002. In the 
campaign’s first week, 878,000 children (39% of the target population of approximately 
2.3 million) were vaccinated 
Reported by: H Izurieta, M Brana, V Dietz, L Venczel, P Carrasco, G Tambini, C Castillo-Solorzano 
M Landaverde, CA de Quadros, Div of Vaccines and Immunizations, Pan American Health 
Organization, Washington, DC. C Pedreira, Pan American Health Organization, Santo Domingo 
Z Garib, Ministry of Health, Dominican Republic. O Barrezueta, Pan American Health Organiza 
tion; R Russo, G Garcia, Ministry of Health, Caracas, Venezuela. F Laender, J Dobbins, J André 
Pan American Health Organization; P Delormo, Ministry of Health, Port au Prince, Haiti. Carib 
bean Epidemiology Center, Trinidad and Tobago. Respiratory and Enteric Viruses Br, Div of 
Viral and Rickettsial Diseases, National Center for Infectious Diseases; Global Measles Br 
Global Immunization Div, National Immunization Program, CDC 
Editorial Note: The World Health Organization (WHO) has estimated that 777,000 
children died as a result of measles during 2000. During 1997-1998, approximately 100 
measles-related deaths were reported in Argentina and Brazil, most among unvaccinated 
infants and preschool-aged children. Vaccinating poor children against measles 
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8. Hersh BS, Tambini G, Nogueira AC, Carrasco P, de Quadros CA. Review of regional measles 
surveillance data in the Americas, 1996-1999. Lancet 2000;355:1943-8 

9. Pan American Health Organization, Division of Vaccines and Immunization. Haiti begins 

all out effort to halt measles and OPV-derived polio outbreaks. EPI Newsletter 2001;22:2 

Koening AM, Bishai D, Khan MA. Health interventions and health equity: the example of 


10 


measles vaccination in Bangladesh. Population and Development Review 2001;27:283-302 


Rubella Outbreak — Arkansas, 1999 


Rubella is a viral disease that usually presents as a mild febrile rash illness in adults 
and children; however, 20%-50% of infected persons are asymptomatic. Rubella can 
have severe adverse effects on the fetuses of pregnant women who contract the disease 
during the first trimester of pregnancy, causing a wide range of congenital defects known 
as congenital rubella syndrome (CRS). The primary objective of the rubella vaccination 
program is to prevent intrauterine rubella infection. The primary strategies for rubella 
control in the United States are universal childhood vaccination, prenatal screening of 
pregnant women for rubella immunity, and vaccinating rubella-susceptible women post 
partum. After the licensure of rubella vaccine in 1969, the incidence of rubella and CRS 
decreased 99% by 1997 (7). However, outbreaks continue to occur (2,3). During 
September 7-October 26, 1999, a total of 12 cases of rubella were confirmed in three 
Arkansas counties. This report describes this outbreak, which prompted 
reimplementation of routine rubella control and prevention measures. These included 
prenatal screening for rubella immunity and postnatal vaccination of rubella-susceptible 
women and the initiation of prevention and control activities in foreign-born populations 
that are less likely to be vaccinated 

On September 7, a pregnant woman aged 23 years presented to a public health clinic 
n Fort Smith, Sebastian County, Arkansas, with rash and fever. The woman was from 
Mexico and had lived in Arkansas for 1 year before onset of illness. She later delivered a 
stillborn infant with pathologic findings compatible with intrauterine rubella infection. The 
index patient was a household contact of a Mexican aged 20 years who also was con 
firrned as infected with rubella by ElA testing. Both patients worked in a poultry process 
ng plant in Fort Smith 

Outbreak investigators interviewed household and workplace contacts, suspected 
patients, and potentially exposed pregnant women and tested them for rubella lgG and 
IgM antibodies. An additional 10 cases were confirmed by laboratory testing (Figure 1) in 
this and two other counties. A definitive laboratory diagnosis or epidemiologic link could 
not be established for an additional 14 patients (seven meeting the case definition for 
suspected and seven for probable rubella). Among the 12 confirmed cases, the 
median age was 23 years (range: 18-34 years); 10 (83%) were Hispanic, nine (75%) 
were foreign-born, and six (50%) were women. All six female patients were pregnant, 
and one became infected during the first trimester of pregnancy. Ten (83%) patients 
worked in poultry processing plants; the index patient and seven others worked at the 
same plant in Fort Smith. Nine of these 10 patients were Hispanic and were foreign-born 
(Mexico and El Salvador). 

Screening of pregnant women for rubella immunity was not part of routine prenatal 
care in Arkansas’ public health clinics when this outbreak occurred. Because the index 
patient and other potential patients exposed persons in the clinic waiting room, and 
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FIGURE 1. Number of probable, suspected, and confirmed rubella cases*, by week and 
month of onset — Arkansas, 1999 
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inknown, a serosusceptibility survey was conducted at the clinic during September 23 
October 29. A questionnaire was administered to and serum specimens were taken from 


155 women consecutively attending the clinic and tested for rubella lgG and IgM. Of the 
155 women tested, 79 (51 were Hispanic, 64 (41%) were white, five were black (3 


se (2 ) were Asian, and four (3 were of unknown race/ethnicity 


Seventy-three 
women were foreign-born; 72 (99 were n in Central America and Mexico 
median age was 23 years (range 5-43 years). Of the 155 women 

reported a history of rubella vaccination, had not been vaccinated 
4 (51%) did not know their rubella vaccination status, and no data were available for the 
remaining 10 (6%). In comparison with the relatively low number of women with a self 
reported history of rubella vaccination, 134 (86 
} 


ut 


) women had positive test results for 
ella IgG, 14 (9%) had negative test results, and seven (5 


r had equivocal or missing 
test results. No association was found between IgG-positivity and nationality or history of 
vaccination. Of the 21 women who had equivocal or negative results, 11 (52%) reported 
a previous delivery in the United States, and 19 (90%) missed at least one opportunity for 
rubella vaccination 


Reported by: P 


p 
pr ea Dy 


Dozier, J Bates, P Wiggins, J Wilhelm, Health Unit, Fort Smith; H Mabry, North 
west Arkansas Health Region; C Beets, J Burnett, M Foreman, L Gladden, L Himstedt, B Ledford 
R Nugent, MD, K Sayyed, S Snow, MD, A Zoldessy, Arkansas Dept of Health. Div of Viral and 
Rickettsial Diseases, National Center for Infectious Diseases; Rubella/Mumps Activity 
Div of Epidemiology and Surveillance, National Immunization Program; and an EIS Officer 
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Editorial Note: The findings in this report highlight the absence of routine, recommended 
prevention and control efforts in the state and the emergence of Hispanic, foreign-born 
persons as the main reservoirs of rubella virus in the United States. Prenatal screening 
followed by postpartum vaccination against rubella is essential for the control and 
elimination of CRS. Although recommended by the American College of Obstetricians 
and Gynecologists and the Advisory Committee on Immunization Practices (4 ), prenatal 
screening for rubella was discontinued in Arkansas public health clinics during the early 


1980s because of fiscal constraints. In the absence of routine prenatal screening for 
rubella antibodies, the immune status of pregnant women potentially exposed to rubella 
virus was unknown. In the United States, prenatal screening and postpartum vaccination 
might prevent an estimated 50% of all CRS cases (5) 

Based on supplementary data reported through the national notifiable diseases sur 
veillance system in the United States, rubella primarily affects foreign-born Hispanic 
adults. Among rubella patients with known ethnicity in the United States, the proportion 
of Hispanics increased from 19% in 1992 to 79% in 1998, compared with 83% of patients 
in this outbreak. In the affected plant in Fort Smith, a large proportion of the workforce 
was Hispanic, and many of these were born and raised abroad. In Latin America, many 
countries have only recently introduced rubella into their routine childhood vaccination 
programs. For immigrants entering the United States, vaccination efforts focus on 
preschool-aged children and students; adults are not routinely screened or vaccinated. 
To eliminate rubella and CRS in the United States, further control efforts are needed to 
dentify and vaccinate clusters of rubella-susceptible adults and to ensure nationwide 
prenatal rubella screening and postpartum vaccination of rubella-susceptible women. 

As a result of this outbreak, the Arkansas Department of Health (ADH), in collabora 
tion with employers, implemented additional control efforts that focused on workplace 
vaccination. ADH implemented a measles-mumps-rubella (MMR) vaccine screening 
policy at a local employment agency that supplied temporary help for the poultry pro 
cessing companies. Potential employees were required to show proof of a previous 
MMR vaccination or receive MMR vaccine before employment. In addition, ADH recom 
mended that employers of large numbers of foreign-born persons provide vaccine at the 
plant site and offered clinics to any industry that employed large numbers of foreign 
born persons in Arkansas. 

ADH has reimplemented routine screening for rubella immunity in all maternity and 
family planning clinics. Susceptible ADH maternity patients are identified routinely and 
offered MMR vaccine postpartum, and family planning patients are offered MMR vac 
cine immediately with appropriate counseling. These measures have resulted in sub 
stantial increases in rubella seropositivity rates for pregnant women in ADH clinics 
Controi efforts such as these in conjunction with proven routine measures are necessary 
to eliminate indigenous rubella and CRS in the United States. 
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Updated Recommendations on the Use of Pneumococcal Conjugate Vaccine 
in a Setting of Vaccine Shortage — 
Advisory Committee on Immunization Practices 


yer 2000, CDC published an inter Vaccination schedule recommended 

ry Committee on Immunization Practices (ACIP) to be used during a pneu 
jugate vaccine shortage that was anticipated to be brief (7,2). Because the 

f the shortage has been longer and the severity has been greater than antic! 
CIP has revised these recommendations to health-care providers who had been 
ynserve vaccine by decreasing the number of doses administered to healthy 
ather than to leave some infants unvaccinate or infants who receive their first 
>age 6 montns, vaccinat VITN 3 é nu yf 3 doses is recommended; the 


4 A 


should be deferred. Al + : »viders should reduce the number of 


-d and ordered, regardiess e irrent supply, so that vaccine is 
ly available until supplies are adequate 
of greater-than-expected demand, vaccine has been back ordered for the 
or throughout most of 2001. In A st, the situation worsened when facility 
t testing-related limitations > manutacturer’s production sites halted 
several weeks. Under a full vaccination schedule, approximately 1.5 
loses are needed per month; the manufacturer estimates that 90% of the doses 
e 4-dose infant vaccination series, and 10 are used for catch-up vaccina 
approximately 700,000 doses were distributed (47% of the 4 
and in October, approximately 600,000 doses were distributed 
ifacturer anticipates the distribution of approximately 1.2 million doses 
ynth during November 2001—March 2002 (86 and approximately 2.0 million 
er month during April 2002—mid-2002 (142 
adequate supplies are available, ACIP recommends the following 
Vaccine should be administered to high-risk children aged <5 years as recom 
mended by ACIP in October 2000 (7 ), including children with sickle cell disease 
ind other hemoglobinopathies; anatomic asplenia; chronic diseases (e.g 
hronic cardiac and pulmonary disease, and diabetes); cerebrospinal fluid leak 
numars immunodef ciency virus infer tion ana other immunoc ompromising con 
aitions; immunosuppressive chemotherapy or iong-term systemic cortico 
steroid use, and children who have undergone solid organ transplantation 


Healthy infants and children aged <24 months should receive a decreased 


number of pneumococcal conjugate vaccine doses on the basis of the age at 


which vaccination is initiated and the estimated amount of vaccine available to 
the health-care provider's practice (Table 1). On the basis of birth, cohort size 
ind recent experience with vaccine supply, if health-care providers estimate a 
shortfall of <25% of the 4-dose infant schedule, a moderate shortage schedule 
is recommended. If estimates suggest a greater shortfall, the severe shortage 
schedule is recommended. If shortages are estimated to be more severe (>50%), 
health-care providers should set infant vaccination priorities based on the 
assessment of risk, deferring infants at lowest risk. Demographic risk factors 
for invasive infections include being black or American Indian (7 ); exposure risk 
factors include not breastfeeding and attendance at out-of-home child care (3). 
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TABLE 1. Updated recommendations for pneumococcal conjugate vaccine use 
among healthy children during moderate and severe shortages — Advisory 
Committee on Immunization Practices, 2001 
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vaccination No shortage* Moderate shortage Severe shortage 





Se manths< 2.4.6 d 12 Sm the ? 4 and6 months 2 doses at 2—month 
Jeter 4th dose 1 Ist 6 months 


r 3rd and 4tt 





g at age « 
1 approximately 10 


gs will depend on a 


Limited data support a 2-dose schedule among infants; however, this regi 


men is preferable to vaccinating some children with 3 doses and not vaccinat 


ing others. Efficacy data from a randomized controlled trial prelicensure sug 


gest that 1 or 2 doses of pneumococcal conjugate vaccine are protective during 
the 2-month interval before the next dose with a point estimate of 86% efficacy 
but a 95% confidence interval that includes zero (4 ). Immunogenicity data indi 
cate increases in antibody titer following 2 doses for all vaccine serotypes 
except 6B (5). For all serotypes, 2 doses of conjugate vaccine probably in 
crease antibody avidity and induce immunologic memory that is boosted by 
subsequent antigenic exposure. Acceptable 2-dose regimens include vaccina 
tion at ages 2 and 4 months, 2 and 6 months, or 4 and 6 months. The major 
advantage of regimens that begin at age 2 months is earlier provision of protec 
tion. Immunogenicity may be improved by increasing the interval between 
doses and vaccinating at ages 2 and 6 months or by vaccinating at ages 4 and 6 
months. “Carrier priming” has been documented with the CRM... Haemophilus 
influenzae type b conjugate vaccine (6), but the impact has not been evaluated 
for pneumococcal conjugate vaccine. Although immunogenicity would be 
greater if pneumococcal conjugate vaccination were deferred until after age 6 
months (e.g., ages 7 and 9 months), this regimen would leave younger infants 
unprotected and would require additional vaccination visits. 

Health-care providers should maintain a list of children for whom conjugate 
vaccine has been deferred so that it can be administered when the supply 
allows. The highest priority for vaccination among children who have been 
deferred is infants vaccinated with 2 doses. Infants who have received 3 doses 
and are eligible for a fourth dose would be a second priority group. 
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Additional information about this study is available 
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Pneumococcal polysaccharide vaccine is not licensed or recommended for chil 


dren aged <2 years. Although a study indicated that administration of this vac 


cine at age 15-18 months may substantially boost antibody levels among chii 


dren primed with 3 doses of conjugate vaccine (University of Chicago, unpub 
censed conjugate preparation 


lished data, 1995), this study did not use the 
ACIP recommends additional study to evaluate the immune response to a 
polysaccharide vaccine booster dose among children aged 12-15 months 
Because data are limited on the long-term efficacy of a 3-dose or 2-dose vaccine 
for young infants, health-care providers are encot 
onjugate vaccine to CDC through state 


lable from vaccinated children 


egimen iraged to report invasive 
ynNeumMococcal disease following pneumococcal ¢ 
ealth departments. If pneumococcal isolates are 

DC can perform serotyping to determine whether it a type included in the vaccine 
http://www.cdc.gov/nip/home 


itm; other information is available at CDC’s Respir ry Diseases Branch, telephone 


cp.ht 


404-639-2215; fax 404-639-3970 


Notice to Readers 


Additional Options for Preventive Treatment 
for Persons Exposed to Inhalational Anthrax 


Many persons who were exposed to inhalational anthrax in the recent bioterrorism 


related anthrax attacks have or are concluding their 60-day course of antimicrobial 
prophylaxis. Some persons, especially those who were exposed to high leveis of anthrax 
spores, might want to take additional precautions. The U.S. Department of Health and 
Human Services (DHHS) is providing two additional options beyond the 60-day anti 
microbial prophylaxis course: an extended 40-day course of antimicrobial prophylaxis 


and investigational postexposure treatment with anthrax vaccine 
The three preventive options for persons with risks for inhalational anthrax are 1) 60 


days of antimicrobial prophylaxis, accompanied by monitoring for illness; 2) 40 additional 


days of antimicrobial prophylaxis (intended to provide protection against the theoretical 


(Continued on page 11 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending December 15, 2001, with historical data 


Ratio (Log Scale) 
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TABLE !. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending December 15, 2001 (50th Week)* 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending December 15, 2001, and December 16, 2000 (50th Week)* 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending December 15, 2001, and December 16, 2000 (50th Week)* 
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TABLE Il. (Cont’d) Provisional cases of selected notifiable diseases, United States, 
weeks ending December 15, 2001, and December 16, 2000 (50th Week)* 
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TABLE II. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending December 15, 2001, and December 16, 2000 (50th Week)* 

Shigellosis Syphilis 

NETSS PHLIS (Primary & Secondary) Tuberculosis 


Cum Cum Cum Cum Cum Cum Cum Cum 
Reporting Area 2001 2000 2001 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending December 15, 2001 


and December 16, 2000 (50th Week)* 
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TABLE Ill. (Cont'd) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending December 15, 2001, 


and December 16, 2000 (50th Week)* 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
December 15, 2001 (50th Week) 
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possibility that anthrax spores might cause illness up to 100 days after exposure) accom- 
panied by monitoring for illness or adverse reactions; and 3) 40 additional days of anti- 
microbial prophylaxis pius 3 doses of anthrax vaccine administered over a 4-week 
period. Although not a use approved by the Food and Drug Administration, the vaccine 
might provide additional protection by inducing an immune response to Bacillus anthracis. 
As an investigational new drug, the vaccine should be administered with informed con 
sent, and vaccinated persons may participate in a follow-up evaluation measuring the 
effect of the vaccine when administered after exposure 

Additional information about these options is available from DHHS at http:/ 
www.hhs.gov/news/press/2001pres/20011218.html. 
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